Indirect ignitioin of the endotracheal tube during carbon dioxide laser surgery.
We report here a case of an endotracheal tube fire occurring during carbon dioxide (CO2) laser surgery in the path of gases that support combustion. The tube was thought to be ignited by flaming tissue in close proximity to the tip and not directly by the laser. Tubes 1 cm away from an object repeatedly hit by the laser an easily be ignited indirectly. Aluminum-tape wrapping does not prevent this complication. We recommend caution when using the CO2 laser in the path of combustible gases in the presence of flammable objects.